INTRODUCTION
The terms 'attachment disorder,' 'attachment problems' and 'attachment therapy' although increasingly used, have no clear, specific, or consensus definitions. However, the terms and therapies often are applied to maltreated children, particularly those in the foster care, kinship care or adoption systems, as well as related populations such as children adopted internationally from orphanages. The controversy deepened after the death of 10 year-old Candace Newmaker during a therapy session in 2000 (Crowder & Lowe, 2000) , and a number of child deaths occurring at the hands of parents who claim that they acted on attachment therapists' instructions (Warner, 2003) .
Criminal charges have been brought against some attachment therapists and against parents who claimed to be using what is known as attachment parenting. State legislative actions banning particular treatment techniques have been proposed and passed (Janofsky, 2001; Gardner, 2003) . non-intrusive, non-threatening, patient, predictable, and nurturing approach toward children (Haugaard, 2004; Nichols, Lacher & May, 2004 (Weisz, et al., 1995 (Cline, 1992) . The rage theory appears to be rooted almost exclusively in clinical observation rather than in science or traditional attachment theory and is not considered well supported by most attachment researchers (Sroufe, Erickson, & Friedrich, 2002 simulate the psychological death of the angry unattached child in order to allow the child to be psychologically reborn (Lowe, 2000) . This technique involved the child being held down by several adults, rolled up in blankets, and being instructed to fight her way free. In rebirthing and similar approaches, protests of distress from the child are considered to be resistance that must be overcome by more coercion. Consequently, predictions that children who are described as having an attachment disorder will grow to become psychopaths or violent criminals should be viewed with some skepticism given the results of related research. Until sound research is conducted to test these prognostications, they must be considered speculative and without scientific foundation.
ASSESSMENT AND DIAGNOSIS
As we have noted earlier, the term "attachment disorder" has no broadly agreed upon or precise meaning. Despite the limitations noted in the RAD diagnostic criteria, the lack of an acceptable alternative leads to its application in practice to children who do not fully meet the criteria.
Consequently, in practice, a child described as having RAD may actually fail to meet formal diagnostic criteria for the disorder, and consequently the label should be viewed cautiously.
Recognizing the limitations of the formal RAD criteria, alternative diagnostic criteria have been proposed to describe broader disorders of attachment, including those by Pawl (1988, 1990) and by Zeanah, Mammen and Lieberman (1993 (Boris, Zeanah, Larriew, Scheeringa, and Heller, 1998; Zeanah and Boris, 2000) . In the absence of consensual and officially recognized diagnostic criteria, the omnibus term "attachment disorder"
has been increasingly used by some clinicians to refer to a broader set of children whose behavior is affected by lack of a primary attachment figure, a seriously unhealthy attachment relationship with a primary caregiver, or a disrupted attachment relationship (e.g., Hughes, 1997; Keck, Kupecky, & Mansfield, 2002 or "rage-reduction therapy" (Cline, 1991; Lein, 2004; Levy & Orlans, 1998; Welch, 1988) .
Popularly, on the internet, among foster or adoptive parents, and to case workers, they are simply known as "attachment therapy," although these controversial therapies certainly do not represent the practices of all professionals using attachment concepts as a basis for their interventions. of group differences in change over time (Myeroff, Mertlich, & Gross, 1999 provoked catharsis, ventilation of rage, age regression, humiliation, withholding or forcing food or water intake, prolonged social isolation, or assuming exaggerated levels of control and domination over a child are contraindicated due to risk of harm and absence of proven benefit and should not be used.
i. This recommendation should not be interpreted as pertaining to common and widelyaccepted treatment or behavior management approaches used within reason, such as time-out, reward and punishment contingencies, occasional seclusion or physical restraint as necessary for physical safety, restriction of privileges, "grounding,"
offering physical comfort to a child, and so forth.
b. Prognostications that certain children are destined to become psychopaths or predators should never be made on the basis of early childhood behavior. These beliefs create an atmosphere conducive to over-reaction and harsh or abusive treatment. Professionals should speak out against these and similar unfounded conceptualizations of maltreated children.
c. Intervention models that portray young children in negative ways, including describing certain groups of young children as pervasively manipulative, cunning, or deceitful, are not conducive to good treatment and may promote abusive practices. In general, child maltreatment professionals should be skeptical of treatments that describe children in pejorative terms or that advocate aggressive techniques for breaking down children's defenses.
d. Children's expressions of distress during therapy always should be taken seriously. Some valid psychological treatments may involve transitory and controlled emotional distress.
However, deliberately seeking to provoke intense emotional distress, or dismissing children's protests of distress is contraindicated and should not be done.
e. State-of-the-art, goal-directed, evidence-based approaches that fit the main presenting problem should be considered when selecting a first-line treatment. Where no evidencebased option exists or where evidence-based treatment options have been exhausted, alternative treatments with sound theory foundations and broad clinical acceptance are appropriate. Before attempting novel or highly unconventional treatments with untested benefits, the potential for psychological or physical harm should be carefully weighed.
f. First-line services for children described as having attachment problems should be founded on the core principles suggested by attachment theory, including caregiver and environmental stability, child safety, patience, sensitivity, consistency and nurturance.
Shorter-term, goal-directed, focused, behavioral interventions targeted at increasing parent sensitivity should be considered as a first-line treatment.
g. Treatment should involve parents and caregivers, including biological parents if reunification is an option. Fathers, as well as mothers, should be included if possible. Parents of children described as having attachment problems may benefit from ongoing support and education.
Parents should not be instructed to engage in psychologically or physically coercive techniques for therapeutic purposes, including those associated with any of the known child deaths.
3. Recommendations for Child Welfare.
a. Treatment provided to children in the child welfare and foster care systems should be based on a careful assessment conducted by a qualified mental health professional with expertise in differential diagnosis and child development. Child welfare systems should guard against accepting treatment prescriptions based on word-of-mouth recruitment among foster caregivers or other lay individuals.
b. Child welfare systems should not tolerate any parenting behaviors which normally would be considered emotionally abusive, physically abusive, or neglectful simply because they are, or are alleged to be, part of attachment treatment. For example, withholding food, water or toilet access as punishment, exerting exaggerated levels of control over a child, restraining children as a treatment, or intentionally provoking out-of-control emotional distress should be evaluated as suspected abuse and handled accordingly.
4. Professionals should embrace high ethical standards concerning advertising treatment services to both professional audiences and especially to lay audiences.
a. Claims of exclusive benefit (i.e., that no other treatments will work) should never be made.
Claims of relative benefit (e.g., that one treatment works better than others) should only be made if there is adequate controlled trial scientific research to support the claim.
b. Use of patient testimonials in marketing treatment services constitutes a dual relationship.
Because of the potential for exploitation, the Task Force believes that patient testimonials should not be used to market treatment services.
c. Unproven checklists or screening tools should not be posted on web sites or disseminated to lay audiences. Screening checklists known to have adequate measurement properties and presented with qualifications may be appropriate.
d. Information disseminated to the lay public should be carefully qualified. Advertising should not make claims of likely benefits that cannot be supported by scientific evidence, and should fully disclose all known or reasonably foreseeable risks.
